REQUEST FOR LEAVE OR APPROVED ABSENCE

1. NAME (Last, First,Middle Initial) 2. EMPLOYEE OR SOCIAL SECURITY NUMBER

3. ORGANIZATION

4. TYPE OF LEAVE/ABSENCE DATE TIME TOTAL |[5. FAMILY AND MEDICAL
(Check appropriate box(es) below.) | Erom: To: Erom: To: HOURS LEAVE

D Accrued Annual Leave If annual leave, sick leave, or leave without pay

will be used under thd=amily and Medical

D Restored Annual Leave leave Act 0f1993,please provid¢he following
information:
D Advanced Annual Leave D I hereby invoke my entitlement toFamily and

Medical Leavefor:

[ Accrued sick Leave [] sirthvadoption/Fostecare

D Advanced Sick Leave D Serious Health Condition &pouse, Son,
Daughter, or Parent
Purpose: D Medical/dental/opticatxamination of requesting employee D Other D Serious Health Condition &elf

Care offamily member/bereavemeinricludingmedical/dental/optical
examination ofamily member

Contactyour supervisoand/oryour personnel office tp
obtain additionainformationaboutyour entitlements an
responsibilitiesunder theFamily and Medical Leave Aqt

Other Paid Absence of 1993.
(Specify in Remarks)

D Compensatory Time Off

D Leave Without Pay
6. REMARKS

7. CERTIFICATION: | hereby request leave/approved absence from duitydacstedabove and certify that such leave/absence is requested for the
purpose(s) indicated. | understatitht | must complywith my employingagency's procedures foequesting leave/approvexbsence (angrovide
additionaldocumentationjncluding medicalcertification, if required)and thatfalsification of information on thisorm may be grounds for disciplinafy
action,includingremoval.

EMPLOYEE SIGNATURE DATE

8. OFFICIAL ACTIONON REQUEST: [ ApProveD  []DISAPPROVED
(If disapproved, give reason. dhnual leaveinitiate action toreschedule.)

SIGNATURE DATE
PRIVACY ACT STATEMENT

Section 6311 ofitle 5, UnitedStates Codeauthorizescollection of this information. The primary use ofthis information is by managemesd your
payroll office toapprove and record your use of leav&dditional disclosures ofheinformationmaybe: Tothe Department of Labor when prosieg) a
claim for compensatiorregarding ajob connectednjury or illness; to aState unemployment compensation offiegarding a claim; td-ederalLife
Insurance or Health Benefits carrigegarding a claim; to &ederal, State, diocal law enforcement ageneyhen your agency becomes aware

violation or possible violation ofivil or criminal law; to aFederal agency wheronducting an investigatioior employment or security reasons; to
Office of Personnel Managementthie GeneraAccounting Officewhen theinformation is requiredor evaliation of leave administration; tlie Genera
Services Administration inonnection with itsesponsibilitiesor records management.

=5 —h
D

Where the employe@&entification number is yourSocial SecurityNumber, collection of this information isuthorized by Executiv®©rder 9397.
Furnishingtheinformation on thigorm, includingyour Social SecurittNumber, is voluntary, biufailure to do sanayresult in disapproval of thigquest.

If your agency usethe information furnished on thiform for purposes other than thaseicatedabove, it mayrovide youwith an additionastatemen
reflectingthose purposes.
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